Figure 4 Hyphae in a section ofsclera obtained at the time ofsclerectomy (Gomori-methenamine-silver stain, x 22.) scleritis have been reported following pterygium surgery,3 scleral buckling procedures4 and cataract surgery.5 Trauma has been described as a cause for mycotic scleritis,67 but our patient did not recall any eye injury. Although these reported cases refer to exogenous infections, with agents other than A niger, they do show similarities to our case. Clinically, severe headaches and periocular pain are common findings, with symptoms that wax and wane following use of corticosteroids. In all cases, a delay in diagnosis was encountered. We cannot exclude the possibility that an infection was introduced at the time of the subconjunctival injections of corticosteroids, but the scleritis was present before the first injection and the original presentation did not differ significantly from subsequent recurrences. Furthermore, the location of the injection was away from the location of the scleritis. As mentioned above, apart from trauma and surgery, a third source of infection can be endogenous spread from another infected sitefor example, following injecting drug use.' 2 In spite of an extensive examination, no source of infection could be identified in our patient. However, since our patient had a history of drug misuse, such an endogenous route related to drug misuse cannot be excluded. Since she had also been treated for automutilation of the breast, automutilation of the eye as a source of Aspergillus infection may have led to a primary scleritis, followed by a mycotic endophthalmitis. The isolation of a concomitant second infectious agent (the streptococcal infection) could also be due to manipulation of the ocular surface. It could, however, also be an opportunistic infection on an otherwise already traumatised ocular surface. Our conclusion is that despite the relatively rare occurrence infection with Aspergillus should be regarded as a possible cause of any unusual protracted scleritis.
Hyphae in a section ofsclera obtained at the time ofsclerectomy (Gomori-methenamine-silver stain, x 22.) scleritis have been reported following pterygium surgery,3 scleral buckling procedures4 and cataract surgery.5 Trauma has been described as a cause for mycotic scleritis,67 but our patient did not recall any eye injury. Although these reported cases refer to exogenous infections, with agents other than A niger, they do show similarities to our case. Clinically, severe headaches and periocular pain are common findings, with symptoms that wax and wane following use of corticosteroids. In all cases, a delay in diagnosis was encountered. We cannot exclude the possibility that an infection was introduced at the time of the subconjunctival injections of corticosteroids, but the scleritis was present before the first injection and the original presentation did not differ significantly from subsequent recurrences. Furthermore, the location of the injection was away from the location of the scleritis. As mentioned above, apart from trauma and surgery, a third source of infection can be endogenous spread from another infected sitefor example, following injecting drug use. ' Accepted for publication 22 February 1994 We describe a case of superficial epithelioid schwannoma presenting as a mass in the superotemporal quadrant of the orbit. This was treated by local excision with no evidence of recurrence or metastases on follow up. To the best of our knowledge, this is the first case report of the tumour in this particular area.
Case report A 55-year-old woman presented to our casualty department in 1989 with a 2 year history of an asymptomatic enlarging mass along the temporal aspect of her left upper eyelid. There was no significant medical or ocular history and the patient displayed none of the stigmata of neurofibromatosis.
On examination, corrected visual acuity was 6/6,N5 right eye and 6/9,N5 left eye. Pupils were reactive to light, she had a full range of extraocular movements and there was no proptosis. Her discs were normal. She had a 1 cm diameter smooth firm mobile mass along the superotemporal quadrant of her orbit. Posterior (Fig 1) . An extensive reticulin framework was present, with a predominantly pericellular distribution (Fig 1) . The epithelioid cells contained abundant cytoplasm with well defined cell boundaries (Fig 2) . Numerous thin walled capillaries were present throughout the tumour, but there was no sign of endothelial hyperplasia or haemorrhage. Occasional mitotic figures were identified (less than one mitotic figure per 10 high power fields). Although the tumour appeared encapsulated on naked eye inspection, on microscopy the tumour boundary was irregular with infiltration of the surrounding fibrous pseudocapsule.
Stains for neutral and acidic mucins and melanin were negative. Immunocytochemistry showed a positive reaction for S100 protein in polygonal and epithelioid cells (Fig 2B) . Occasional large epithelioid cells also gave a positive reaction using an antibody to epithelial membrane antigen, but immunocytochemistry for cytokeratins was negative. Many of the tumour cells and vascular endothelial cells gave a positive staining reaction for vimentin, but no reaction was observed on immunocytochemistry for glial fibrillary acid protein, neurofilament protein, desmin, myoglobin, and the leucocyte common antigen. Electron microscopy showed irregular 
